Infective endocarditis remains a challenge for clinical diagnosis. It may have a wide range of initial manifestations and should be included in the clinical differential diagnosis. Despite advances in echocardiographic investigation, directed antibiotic therapy, and early surgical treatment, infective endocarditis remains an important cause of mortality among the infectious diseases. Therefore, its early identification is fundamental for reducing its complications and mortality. We report a case of infective endocarditis in a female patient with mitral valve prolapse, whose initial clinical presentation was low back pain, hematuria, and low fever.
A 59-year-old female patient with mitral valve prolapse and a previous history of lumbosacral spondyloarthrosis and lumbar disk hernia had an episode of infective endocarditis due to Streptococcus viridans, which evolved with peripheral embolism to the left kidney, spleen, and left iliac artery, and intraventricular cerebral hemorrhage. Her clinical manifestations were low back pain and hematuria, which were initially attributed to an osteoarticular condition. Infective endocarditis is a severe polymorphic disease with multiple clinical manifestations and it should always be included in the differential diagnosis by clinicians.
Infective endocarditis remains a challenge for clinical diagnosis. It may have a wide range of initial manifestations and should be included in the clinical differential diagnosis. Despite advances in echocardiographic investigation, directed antibiotic therapy, and early surgical treatment, infective endocarditis remains an important cause of mortality among the infectious diseases. Therefore, its early identification is fundamental for reducing its complications and mortality. We report a case of infective endocarditis in a female patient with mitral valve prolapse, whose initial clinical presentation was low back pain, hematuria, and low fever.
Case report
A 59-year-old white female patient was admitted to the emergency sector of our hospital complaining of low back pain, hematuria, and mild fever for 2 days. She reported un- The patient returned to the emergency service 4 weeks after her first visit, reporting at that time persistent low fever for 2 weeks. On physical examination, she was in good general condition, dyspneic, her mucosas were pale (+/4+), and no petechiae could be seen. Her systemic arterial blood pressure was 100/60 mmHg, her heart rate was 110 bpm, and her axillary temperature was 38. ted contour and a peripheral septate hypodense area in its inferior pole, which was not highlighted after injection of contrast medium. The left kidney had normal dimensions and regular contours, and a hypodense area of well-defined contours in its inferior pole, which was not highlighted after contrast medium injection. These hypodense areas represent splenic and renal infarcts. The computed tomography of the lumbosacral vertebral column showed diffuse osteopenia, irregularities of the vertebral bodies determined by osteophyte projections, lumbosacral spondyloarthrosis, right centrolateral intervertebral disk hernia from L 4 to L 5 , and protrusion of the L 3 -L 4 and L 5 -S 1 disks. On transthoracic echocardiography, the left ventricular measures were 5.7x3.8 cm, the left ventricular ejection fraction was 0.71, and the left atrial diameter was 5.2 cm. The morphological analysis revealed significant mitral valve prolapse of the anterior and posterior leaflets, with an image suggestive of vegetation attached to the posterior leaflet, and significant valvular regurgitation. The transesophageal echocardiography confirmed the presence of the image of a pediculate highly mobile vegetation of homogeneous echotexture, measuring more than 10 mm in its larger diameter, and adhered to the atrial portion of the posterior leaflet of the mitral valve ( fig. 1 ). Blood cultures were positive for Streptococcus viridans, but the species was not determined. The patient received intravenous antibiotic therapy, which initially consisted of the association of ceftriaxone and amikacin, later replaced by the association of vancomycin and amikacin. Cardiac surgery was indicated due to refractory heart failure and was performed on the 3 rd day of antibiotic therapy. The mitral valve was replaced by a porcine biological prosthesis, and the presence of vegetation on the posterior leaflet of the mitral valve was confirmed. A small atrial septal defect of the ostium secundum type was identified and repaired. Neither abscesses nor cavitary fistulas were found.
On the 2 nd postoperative day, the patient experienced a sudden episode of significant pain in the left lower limb, accompanied by the absence of perception of pulses in the left femoral, popliteal, and tibial arteries. Aortic arteriography was performed and showed occlusion of the left iliac artery ( fig. 2) . The thrombus was removed through the passage of a 5F Fogarty catheter. On clinical evolution, the patient had ischemia in 4 of her left toes, which partially improved. A slight elevation in urea and creatinine levels was observed with a later return to normal values.
On the 20 th postoperative day, the patient experienced mental confusion, psychomotor agitation, and right hemiparesis. The computed tomography of the skull revealed intraventricular hemorrhage with significant ventricular flooding, and weakening of the cerebral sulci and cisterns ( fig. 3) . The patient required mechanical ventilatory support and intense in-hospital physical therapy. She was discharged after 104 days of hospitalization with right hemiparesis and dysarthria.
Discussion
Infective endocarditis remains a severe disease with significant mortality and morbidity rates. In a series of 300 episodes of infective endocarditis in 287 patients at a Brazilian referral hospital 1 , 389 clinical complications were observed, 72 of which were of a neurological nature; splenic abscesses or infarcts were reported in only 3 cases. Peripheral septic embolism is an extremely prevalent phenomenon in infective endocarditis, being present in approximately 45% to 65% of the cases studied on autopsy 2 . Peripheral septic embolism is not always clinically identified because of the lack of diagnostic investigation. This is more specifically the case of renal and splenic septic embolism, in which the diagnostic investigation of low back or abdominal pain is not routinely performed. Usually, renal embolism accompanied by renal infarct may be suggested by a history of low back pain, fever, transitory micro-or macrohematuria, and leukocytosis, accompanied by progressive renal failure. In 25% of the cases, renal embolism may occur with no exuberant symptoms and be identified only on anatomicopathological examination 3 . Peripheral embolism is more related to infective endocarditis of the left chambers (more prevalent in infective endocarditis of the mitral valve than in that of the aortic valve) in the presence of highly mobile large vegetations 4, 5 . The highest indices of peripheral embolism occur when the vegetations are adhered to the mitral anterior leaflet; when the vegetations are located in the posterior leaflet, as in our patient, the indices are lower 6 . In up to 65% of the patients with septic embolism, involvement of the central nervous system occurs. Septic embolism to vasa vasorum or to the intraluminal space with infection of the intima layer may lead to the formation of mycotic aneurysms, which may rupture and bleed. The occurrence of neurological events negatively influences the prognosis of infective endocarditis, with an up to 2.3 times higher mortality 7 .
We report a case of infective endocarditis caused by Streptococcus viridans in a patient with no previous known history of cardiovascular disease. Our patient ignored the fact that she had mitral valve prolapse with valvular insufficiency. She underwent dental manipulation with no previous prophylactic antibiotic therapy and evolved to septic embolism to multiple organs. The clinical findings were initially attributed to low back pain resulting from osteomuscular disease (lumbosacral spondyloarthrosis and disk hernia). Low back pain is known to be a very common symptom, and its etiological diagnosis is extensive and difficult. Low back pain may be the initial clinical presentation of infective endocarditis and should be part of the differential diagnosis in patients who have low back pain of sudden onset, a history of fever, and cardiac auscultation suggestive of valvular heart disease.
Likewise, hematuria has a wide differential diagnosis. The possibility of renal infarct should be considered in patients with valvular heart disease, atrial fibrillation, or suspected infective endocarditis. Usually, the rate of embolism decreases until the end of the second week of antibiotic therapy. In the case reported, the patient also had an episode of embolism to the central nervous system 23 days after beginning antibiotic therapy. The cerebral ictal episode may have resulted from the infective process. We cannot disregard the patient's age and the presence of previous heart disease in the etiological identification of the cerebral event.
The identification of larger vegetations is usually related to infective endocarditis caused by staphylococci, fungi, or Haemophilus. In the present case, we observed vegetation of significant dimensions, which is not usually found in endocarditis caused by streptococci.
Another significant aspect of this case is the need for ambulatory diagnosis of valvular heart diseases so that previous antibiotic prophylaxis may be recommended in dental procedures for these patients.
